Speaking on 10 November at the Patient Safety 2011 conference in London, Rowan Hillson, England's national clinical director for diabetes, said that one in 10 of the UK population is expected to have diabetes by 2020 but that current care was variable and inconsistent.
Less than a third of patients with type 1 diabetes and less than half of those with type 2 diabetes currently receive all the basic care processes set out in the National Institute for Health and Clinical Excellence's quality standard for diabetes, she told the conference, which was organised by GovNet, a company that publishes and organises events concerning the public sector. "There's a huge patient safety issue if care is not integrated and patients fall through the gap," she said, adding that the consequences are costly for patients and the NHS.
Diabetic patients account for almost one in five hospital bed days and have almost double the length of stay of other patients, costing the NHS up to £2.5bn (€2.9bn; $4bn) a year, she pointed out.
The medical director of Plymouth Hospitals NHS Trust, Alex Mayor, explained that concerted efforts over six years had halved the trust's rate of surgical site infections. These are the third commonest healthcare associated infection and cost his trust an extra £4000 (€4650; $6400) for each patient, he said.
Evidence was plentiful but was often ignored, he said. "We have a huge evidence base in terms of what we need to do for patient safety." But it demanded "strong leadership from board to ward" and "a leap of faith" to adequately resource it.
Simple things could make a big difference, he suggested, and he outlined how part of the trust's policy had been to persuade anaesthetists in the cardiac surgery unit not to bring their sandwiches and briefcases into the anaesthetic room.
Helen O'Shea, the trust's acting chief executive, added that key to its success had been the collection of credible data, which were used to inform rather than chastise. This had got the surgeons on board and willing to engage in behaviour change, she said. "Starting to improve safety and quality does minimise costs and adds value to patient care," she added.
Suzette Woodward, director of patient safety at the National Patient Safety Agency, which will be abolished next July, said that a "just culture"-one in which staff were appropriately supported or admonished-and a truly learning culture were essential ingredients.
The agency had achieved a great deal over the past decade, she said, including the National Reporting and Learning System, which now collects data on one million patient safety incidents a year.
This will be maintained, along with several of the agency's other functions, which will transfer to the NHS Commissioning Board and be more closely aligned with the work of other bodies than at present, she said.
"Patient safety will now be integrated with patient experience and effectiveness and able to influence the entire system from within the NHS Commissioning Board," she said.
But she warned: "We don't have a safety culture yet in the NHS. We don't yet have the leadership across the board [on it], nor a clear understanding of what [it] is. We need to now focus on being a little bit more radical, a little bit more vocal, and a little bit more bold." Cite this as: BMJ 2011;343:d7384
